






























Appendix B. Minnesota Opioid Prescribing Guidelines 

The complete Minnesota Opioid Prescribing Guidelines are available on the DHS web site. A summary of the 

prescribing guidelines reflect three broad values described below. Definitions of clinical terminology is also 

provided. 

1. Prescribe the lowest effective dose and duration of opioids when used for acute pain. Clinicians should 
also reduce variation in opioid prescribing for acute pain. 

• Avoid prescribing more than 100 morphine milligram equivalents {MME} of low-dose, short-acting 
opioids. 

• Limit the initial prescription for acute pain following extensive surgical procedures or major traumatic 
injury to no more than 200 MME, unless circumstance clearly warrant additional opioid therapy. 

2. Monitor the patient closely during the post-acute pain period. The post-acute pain period is a critical time 
to prevent chronic opioid use. Increase assessment of the biopsychosocial factors associated with opioid­
related harm and chronic opioid use during this period. 

• Avoid prescribing in excess of 700 MME (cumulatively) in order to reduce the risk of chronic opioid use 
and other opioid-related harms. 

3. Avoid initiating chronic opioid therapy and carefully manage any patient who remains on opioid 
medication. The evidence to support long-term opioid therapy for chronic pain is insufficient at this time, 
but the evidence of harm is clear. 

• Prescribe opioids at the lowest dose, with no more than 50 MME/day. Avoid increasing daily dosage to 
90 MME/day or above. 

• Actively work to lower risks when prescribing long-term opioids and throughout the therapy. Strategies 
and frequency should be commensurate with risk factors. 

• Avoid prescribing concurrent prescriptions of opioids and benzodiazepines or other sedative-hypnotic 
medications. 
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Opioid Formulations (Chronic Pain) 

Opioid Na'ive User 

Morphine Milligram Equivalence (MME) 

Days' supply 

Chronic opioid analgesktherapy (COAT) 

Chronic opioid prescriber 

Opioid Prescribing Improvement Program 

All formulations are included in the chronic opioid 
prescribing measure. Excluded drugs are 
buprenorphine-naloxone buccal films, fentanyl 
transdermal device, injectables and opioid cold and 
cough products. 

The firstopioid prescription in the rneasurement period 
after at least 90 days gf opioid naivete. 

A patient prescribed an opioid medication in the 
measurement year who does not have an active opioid 
prescription in the 90 day period prior to the 
measurement year index prescription. 

The equianalgesic of a specific dose and formulation of 
opioids to parenteral morphine. Standard conversion 
ratios are used to calculate each opioid's equianalgesic 
dose. 

The total days' supply is the sum of the days' supply 
from all opioid prescriptions prescribed during the 
measurement period. If two medicat.ions have different 
service dates, but the days' supply overlaps, both days' 
supply are included in the total. 

A 2 60 consecutive days' supply ofopigidsfrom any 
number of prescriptions. A~· 3 day gap is permissible 
between prescriptions. 

A health care provider who prescribes at least 60 
consecutive days' supply of opioids to an individual 
during the measurement period. 
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Concomitant COAT and benzodiazepine presCriptions 

Elevated dose COAT 

High dose COAT 

Opioid Prescribing Improvement Program 

A ~ 60 consecutive days' supply of opioids and a 
benzodiazepine prescription which has> 7 days' supply 
of overlap with the COAT during the measurement year 

A~ 60 consecutive days' supply of opioids and the daily 
dose is~ 50 MME. A provider who prescribes~ 50 
MME/day at any point during a patient's COAT is 
counted as having prescribed an elevated dose. 

A ~ 60 consecutive days' supply of opioids and the daily 
dose is~ 90 MME. A provider who prescribes~ 90 
MME/day at any point during a patient's COAT is 
counted as having prescribed a high dose. 
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Appendix C. Sentinel Measure Overview 

The sentinel measures support the quality improvement arm of the program. DHS and the Opioid Prescribing 

Work Group developed the measures by analyzing Minnesota Medicaid and MinnesotaCare prescription data 

and considering national measures across acute, post-acute and chronic pain stages. 

prescriptions exceeding 
the recommended dose 

Percent of prescriptions 
exceeding 700 

cumulative MME in the 
post-acute pain phase 

Percent of patients with 
chronic opioid analgesic 

therapy (COAT) 

Percent of COAT 
enrollees exceeding 90 
MME/day (High-dose 

COAT) 

Percent of enrollees 
receiving elevated dose 
COAT who received a 

concomitant 
benzodiazepine 

Percent of COAT patients 
receiving opioids from 

multiple prescribers 

Number ofind~ppioid · prescriptions 
exceeding 100 MME (medical specialty) or 
200 MME{surgical spec:ialty) prescribed in 

the measurement period 

Number of prescriptions that cross the 
700 cumulative MME threshold or exceed 

700 cumulative MME prescribed in the 
measurement period 

Number of patients with a prescription 
during a COAT period (~ 60 consecutive 

days' supply of opioids) duringthe 
measurement period.* 

Number of patients prescribed COAT of> 
90 MME/day in the measurement 

period.** 

Number of patients prescribed COATof>-
50 MME/day and an overlapping 

benzodiazepine prescription >7 days in 
the measurelllent period.** 

Number of patients on COAT who 
received opioids from 2+ additional 
providers while on COAT during the 

measurement period. 

prescriptions prescribed in 
the measurement period. 

Number of opioid 
prescriptions prescribed 
during an initial opioid 

prescribing episode in the 
measurement period 

Number of patients with at 
least one opioid 

prescription. prescribed 
duringthe measurement 

period. 

Number of patients with a 
prescription during a COAT 

period during the 
measurement period.* 

·. Number of patients with a 
prescription during a COAT 

period during the 
measureJnemtperiqd. * 

Number of patients with a 
prescription during a COAT 

period during the 
measurement period.* 

Prescribing rate 
is> 15% 

No quality 
improvement 

threshold 

Prescribing rate 
is> 10% 

Prescribing rate 
is>10% 

No quality 
improvement 

threshold 
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Appendix D. Sample Prescriber Report 

rm DEPARTMENT Of 
HUMAN SERVICES 

Your 201.8 Opioid Prescribing Report 

Thi,; n:pan COl!l'lfGl"S ,,,_r ,apimiid p~mi; to Jll'Ur' FeB in your spemilty m MD, :iml iii; inrtzmll!d to !R!Jlpmi qu.;alibf im~ The dz:a ze 

-~ Medical ;;rm Minl'l~!"e nicmler.. 111111ly. This repmt mcf!ildt:s 7 me;u;un:s ~ IHth 3 pm- mfth!e pn:zribin;-q,clc: mdet 
apimd pr-em~ (ilnl2}; api,:ms p~ up m45 ~ .ifter.irn ~ ~ ~).. antd chmnic opm ili!I.I~ ther.,py. 

FAKE PRESCIUBER 
MN DEPT HUMAN SERVICES 
540CEDARST 

ST PAUL, MN 55101 

Measure 1 &Amtel 
~fl'} al~ presuilzd ill'! iind9 

apioid ~ 

~-235 

Measure 2 &Amte) 
Pe1'139'1tl'!J') lllfiind9 apiiaid ,~~the 

~~ 

~IMmr-6 

Meamre :I f Pcst:--Aam!) 
Penznt l'!J') afpe.uipm.ua~JIIO~ 

MMEmtheifitbpfml~aini:19apiiaid~ 

~--10 

Measure 4 ft'mmnii;) 
Nul'llherdennil!ee. ~;;apiaim v./lm ze,im Oimnic 

Opitim ~ l1H!r.ipy [C[llll] 

Measure 5 fQlroni,;;) 

2/12 

Pen::rntr,.)lllfOOATemallea~!IO :o_C)ljf. 

MME/id:;iv~ alill] 

ll&l!lmlilllitii!ll'-2 

Measure 5 ft'mmnii;) 
~ ~ delffllllearea:iwi; COAT-wllm~ .i 

~~!'le 

Measure7~) 
Numberafetffllllea~a:lii\.1'Mi0~,II'! 

opimid p,remripliian-!rmntwo Ol" l'A'IDR! ~ ~ 0/2 

5 7 a 

15 

14 

7 

6 

This ,q,mt is far~~-~ me ltt.itCDl!ll:iimurd. ~"Im;; :.hmue ahe~ity imp~t:hn:mold iinlm!II,.. ~ pam:ip;wmn im;;a i!piiility 
~pmsr.im lla:;imm,; in Z021'L ~~is ;n,;;ii!;;a!tt ;it: !hi:lip:r/'.J'mn ;l"l,'ftli:i;,'-

Sullirit ~m-~ IIRIUt JIIHll'°~illtne Opiti,d ~l'IE, ~ ~ weluilf:: N9e: 
https:J l~(CWf•?M!l;;i1iw-i~f 
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Appendix E. "Flip the Script" Provider Materials 

Opioid Prescribing Improvement Program 

Many provider resources can be accessed via the OPIP web site including the following discussion guides: 

• Discussion guide for health care providers who prescribe opioids (PDF) 
• Discussion guide for health care providers who do not prescribe opioids (PDF) 
• Difficult conversations (PDF): suggestions for responses to common questions about opioid use and pain 

management (PDF) 
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Appendix F. Minnesota Health Care Programs Opioid Prescribing Trends 

2016-2018 

Table 1 represents data trends for acute and post-acute prescribing 

2016 2017 2018 

MHCP Enrollees 1,224,566 1,218,898 1,232,690 

Opioid Prescriptions 788,383 684,334 565,877 

Enrollees receiving opioids 192,785 172,284 151,204 

Opioid Prescribers 16,975 16,589 16,397 

Index Opioids 152,132 132,664 117,877 

Index Opioids > 100 MME 78,354 64,943 51,910 

% Index Opioids > 100 MME 51.5% 49.0% 44.0% 

Opioid Rx in initial prescribing episode 224,441 194,257 169,537 

Opioid Rx in initial episode > 700 MME 26,055 21,428 16,824 

% opioid Rx in initial episode> 700 MME 11.6% 11.0% 9.9% 

Table 2 represents data trends for chronic prescribing 

2016 2017 2018 
MHCP Enrollees 1,224,566 1,218,898 1,232,690 

Enrollees Receiving Opioids 192,785 172,284 151,204 

Opioid Prescribers 16,975 16,589 16,397 

COAT Recipients 21,667 19,001 16,252 

High-dose COAT Recipients 3,020 2,461 1,812 

% high-dose COAT recipients 13.9% 13.0% 11.1% 

COAT recipients with concomitant 2,541 1,978 1,446 
benzodiazepines 
% COAT recipients with concomitant 11.7% 10.4% 8.9% 
benzodiazepines 
COAT recipients with 2 additional 2,194 2,481 1,914 
prescribe rs 
% COAT recipients with 2 additional 10.1% 13.1% 11.8% 
prescribe rs 
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